by correctly asserting that the main causes of suicide are social and that there is no evidence that psychiatrists can do anything to exert a meaningful influence upon suicide rates. However, he appears to retain the assumption that doctors could still do better if they tried harder. In describing a study by his own group (Dennehy et al 1996) , he notes that half of the patients who went on to suicide did not express suicidal ideas to medical attendants "suggesting that some people indicate their risk in less direct ways". It is possible that many people will not indicate the risk in any way and that doctors, being neither omniscient nor omnipo tent, are very frequently incapable of doing anything at all.
Despite the lack of any evidence to support the view, I believe that what psychiatrists can do to prevent suicide is little better than rearranging the deckchairs on the Titanic. At least while the country is steered on a course, from which the profession has little power to deflect it, towards the icebergs of growing social inequalities, youth unemployment and underfunded health and community care, perhaps the best we can hope for is to help some of our suicidal patients to clamber into the lifeboats. Given the present evidence, we delude ourselves and we risk a dangerous and counterproductive collusion with the captains of the ship, if we suggest that we can do more. DENNEHY, J. A.. APPLEBY.L.. THOMAS,C. S.. et al (1996) Case-control study of suicide by discharged psychiatric patients. Psychiatric Bulletin (1997). 21. 660-662 
